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A B S T R A C T
Objective: To explore the views and experiences of general practice (GP) vocational trainees regarding
communication skills (CS) and the teaching and learning of these skills.
Methods: A purposive sample of second and third (final) year GP trainees took part in six focus group
(FG) discussions. Transcripts were coded and analysed in accordance with a grounded theory approach
by two investigators using Alas-ti software. Finally results were triangulated by means of semi-
structured telephone interviews.
Results: The analysis led to three thematic clusters: (1) trainees acknowledge the essential importance of
communication skills and identified contextual factors influencing the learning and application of these
skills; (2) trainees identified preferences for learning and receiving feedback on their communication
skills; and (3) trainees perceived that the assessment of communication skills is subjective. These
themes are organised into a framework for a better understanding of trainees’ communication skills as
part of their vocational training.
Conclusions: The framework helps in leading to a better understanding of the way in which trainees
learn and apply communication skills.
Practice implications: The unique context of vocational training should be taken into account when
trainees’ communication skills are assessed. The teaching and learning should be guided by a learner-
centred approach. The framework is valuable for informing curricular reform and future research.
 2009 Elsevier Ireland Ltd. All rights reserved.
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Competent doctor–patient communication is widely accepted
as a major factor in effective general practice (GP). This is also
reflected in its incorporation into the European definition of
General Practice/Family Medicine [1] and its educational con-
sequences as condensed in the EURACT educational agenda [2].
Similarly CanMeds state that being a competent communicator is
one of the essential roles that every physician shouldmaster [3]. In
recent decades, undergraduate curricular reform has resulted in
increasing attention being placed on the teaching of communica-
tion skills (CS) to undergraduate medical students and the latter’s
learning of these skills. Despite these efforts, GP vocational trainees
are still performing below expected levels on communication* Corresponding author at: Department of General Practice, KULeuven, Kapu-
cijnenvoer 33 j bus 7001, B-3000 Leuven, Belgium. Tel.: +32 16 337 468;
fax: +32 16 337 480.
E-mail addresses: marc.vannuland@med.kuleuven.be, mnuland@scarlet.be
(M. Van Nuland).
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doi:10.1016/j.pec.2009.05.002assessments. Furthermore, educational steps aimed at improving
communication skills during the vocational training period seem
to produce variable results [4]. Nonetheless, it should be
emphasised that medical educational research has provided
abundant evidence that communication skills can be taught and
that communication skills training can result in changes that are
retained for several years [5]. Congruent with the patient-centred
approach to doctor–patient communication, learner-centred
teaching methods have been advocated in communication
education [6,7]. Such a learner-centred approach calls for an
exploration of the views and experiences of the learners involved.
Whereas earlier research addressed the views of undergraduate
medical students [8], there is still a lack of research aimed at
exploring specificGP vocational trainees’ views on and experiences
with communication within clinical consultation and on the
educational methods used. This paper seeks to address this gap in
GPmedical education literature to provide a framework for a better
understanding of trainees’ communication skills and to guide
future curricular reform aimed at improving the communication
skills of general practitioners.ees’ views and experiences regarding the learning and teaching of
), doi:10.1016/j.pec.2009.05.002
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Qualitative research methods are particularly suited to explor-
ing individuals’ views and experiences [9,10]. We chose focus
group (FG) discussions to obtain a better understanding of trainees’
views since we expected the interactions between participants to
yield dimensions of understanding that othermethods fail to attain
[11,12]. We organised one try-out and six focus group discussions
among second and third (final) year GP vocational trainees in
Flanders, the Dutch speaking part of Belgium. Vocational trainees
spendmost of those 2 years working in GP teaching practices, but a
minority undergo their training in hospital wards for a maximum
of 1 year. We selected participants using purposive sampling
[10,13,14] recruiting participants both interested and not inter-
ested in communication in order to promote discussion and obtain
a variety of information. We therefore asked tutors to tell us about
their perception of the interest individual trainees had shown in
communication skills during tutorship. Participating trainees
received a gift voucher afterwards. We initially planned six focus
groups and if saturation of information gathering had not been
reached by that stage, additional groups would have to be set up.
The same trained moderator was in charge of all the focus groups,
while one other researcher observed the discussions and made
field notes using a framework from former FG research. In order to
ensure they would be better prepared for subsequent sessions,
after each FG themoderator and observer discussed the issues that
had been brought up. During each session themoderator asked the
participants to discuss the following subjects: a definition of
communication skills in clinical consultation derived from the
Calgary-Cambridge guide [15] and the Kalamazoo consensus
statement [16] and supplemented with a list of specific issues
(e.g., breaking bad news, dealing with a depressive patient, etc.)
[15,17] (see Table 1); the importance of these skills for work as a
general practitioner; the way in which trainees acquire and use
these skills and the preferred learning methods. Finally, the
participants were asked to phrase some conclusions. This final
topic schedulewas constructed bymeans of consensus between all
contributing researchers. All FG discussions were audio-taped and
transcribed verbatim, with the transcripts being supplemented by
the observer’s field notes. The resulting documentswere coded and
analysed following a grounded theory approach [18–20] and usingTable 1
The proposed definition of communication skills in the GP clinical encounter.
Communication skills in the General Practice clinical encounter are verbal and non-
verbal communication skills used by a GP when moving through the different
phases of a clinical encounter in a structured way and serving to perform certain
tasks:
Phases (15) Tasks (16)
 Initiating the session  Build the relationship
 Gathering information  Open the discussion
 Building the relationship  Gather information
 Explanation and planning  Understand the patient’s perspective
 Closing the session  Share information
 Reach agreement on problems and plans
 Provide closure
There are also a number of specific situations in General Practice that call for
particular skills [15,17]:
 Breaking bad news
 Dealing with depressive patients
 Dealing with aggressive patients
 Dealing with psychotic patients
 Dealing with patients of foreign origin
 Dealing with the terminally ill
 Dealing with alcoholic patients or patients with addictions
 . . .
Please cite this article in press as: VanNulandM, et al. Vocational train
communication skills in general practice. Patient Educ Couns (2009Atlas-ti software [21]. In order to increase the rigour of the coding
and analysis process [22], both were done by two researchers
independently and agreement was reached afterwards through
discussion during consensus meetings. During these meetings a
code book was compiled after free coding of the first transcript.
Later on the code book was extended during consecutive axial
coding of the following FG transcripts, and by constantly renaming,
reorganising and redefining codes, as well as by looking for co-
occurrence of codes, distinct categories emerged which were
grouped together to draw up the key themes. Finally a
comprehensive framework was developed in a consensus meeting
of two of the researchers by looking at themany different networks
of relationships between the key themes that had been constructed
using Atlas-ti. The goal was to provide a framework showing how
trainees perceive their communication skills to be influenced by
many contextual factors and showing their views on how these
skills could be improved. In building the framework we placed
communication skills in a central position and then needed to
rearrange the other themes that had emerged from the coding
process. So the different themes influencing performance aswell as
the learning-related issues were placed peripherally in the
framework. Interrelationships between the themes that had been
brought up during the FG discussions were illustrated by
connecting arrows, the direction of the arrows showing the
direction of the expressed influence. In order both to triangulate
our results and to search for deviating cases, the moderator from
the FG conducted six semi-structured interviews by telephone
with other trainees known by their tutors to be less interested in
communication skills and who did not take part in the FGs [13,22].
3. Results
A total of 31 trainees took part in the six focus groups from
which the data are further discussed. In reviewing the transcripts,
data saturation occurred with a total of six focus groups.
‘‘Saturation’’ refers to the point at which further data do not yield
any additional themes.
Listening to the audio-taped semi-structured telephone inter-
views, which were used as a way of triangulating our results, did
not yield any new themes that had not previously beenmentioned
in the FG analysis.
The characteristics of the participants and the different FGs are
shown in Table 2. Apart from a slight over-representation of
trainees from the second year and trainees working in a hospital
the sample is representative for our GP trainee population.
3.1. Identification of key themes and construction of framework
Analysis of the transcripts resulted in 13 different themes that
were addressed by our participants. Investigation of the code co-
occurrences and the intercode relationships revealed three clusters
of themes (Fig. 1). The clusters of themes are discussed below
according to the order presented in Fig. 1. Illustrative quotes
(translated from Dutch into English by a native English speaker)
will be presented. The participants towhom the quotes correspond
are identified by a double-digit figure, the first figure denoting the
FG, the second the trainee. To check for translation accuracy, back
translation of a part of the quotes has been performed.
3.1.1. Cluster 1: communication skills
The first three themes related to communication skills that
emerged from the analysis concerned aspects of content and the
attributed importance of communication skills in GP. The last three
had to do with contextual factors influencing the way trainees
communicate with patients during consultations in teaching
practice. (Fig. 1)ees’ views and experiences regarding the learning and teaching of
), doi:10.1016/j.pec.2009.05.002
Table 2
Characteristics of focus group participants.
FG number Number of participants Female/male 2nd/3rd GP/hospital University (KUL–UG–UA–VUB)a Duration FG (min)
1 (Antwerp a) 4 3/1 2/2 3/1 2–0–2–0 101
2 (Antwerp b) 5 5/0 4/1 5/0 1–1–3–0 94
3 (Limburg) 6 3/3 4/2 5/1 4–1–0–1 102
4 (West-Flanders) 7 4/3 6/1 4/3 4–3–0–0 96
5 (Brabant) 4 2/2 2/2 4/0 4–0–0–0 91
6 (East-Flanders) 5 3/2 3/2 5/0 2–3–0–0 96
Total 31 20/11 21/10 26/5 17–8–5–1
a KUL (Catholic University Leuven)–UG (Ghent University)–UA (Antwerp University)–VUB (Free University of Brussels).
M. Van Nuland et al. / Patient Education and Counseling xxx (2009) xxx–xxx 3
G Model
PEC-3376; No of Pages 7GP trainees perceive communication skills as an essential factor
in being a good (professional) general practitioner. Although
communication skills also seem to be important for other specialist
medical disciplines, they appear to be of greater importance for GPs.
(quote 3.3) ‘‘Yeah, I think communication skills are actually an
essential part of effective GP medicine. Um, a specialist maybe
has an ultrasound scanner or some other special piece of
equipment to help him make a diagnosis; I think for us that’s
one of the most important tools for getting a rough outline of
problems,making diagnoses, but also for treatment in the broad
sense of the word. I think that this is really very important.’’
Theory and guidelines for doctor–patient communication
which have been learned previously provide a helpful framework
during day-to-day practice for GP trainees, especially when the
communication is difficult or relates to specific problems (e.g.,
breaking bad news, dealing with a depressed patient, etc.). But on
the other hand participants state that these guidelines are not
always feasible and may even hinder the smooth flow of theFig. 1. Clusters of themes which
Please cite this article in press as: VanNulandM, et al. Vocational train
communication skills in general practice. Patient Educ Couns (2009consultation. Moreover the presence of different guidelines may
confuse trainees.
(quote 6 .3) ‘‘There are also lots of different theoretical models
and it’s not easy to work out which one is right for you. . . ..’’
Trainees also experience difficulties in incorporating the
(theoretical/academic) knowledge and skills they learned in their
undergraduate years into the consultation, which hampers their
communication with patients (e.g., speciality-based medical
knowledge, clinical reasoning, clinical skills or procedures, work-
ing with an electronic medical record (EMR)).
(quote 1.4) ‘‘Because in the beginning, during the clinical
examination, you’re usually already thinking ‘what’s all this in
my list of differential diagnosis, I mustn’tmiss anything’, . . . and
meanwhile you’re not really involved with that patient. . .’’
Trainees agreed on the proposed definition of communication
skills and reached a consensus on a list of specific situations in GPemerged from the analysis.
ees’ views and experiences regarding the learning and teaching of
), doi:10.1016/j.pec.2009.05.002
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news, dealing with depressed, aggressive or psychotic patients,
patients who are immigrants, the terminally ill, alcoholic patients
or patients with addictions). Apart from the skills already
described in the proposed definition, trainees identified several
specific communication skills. We needed to use up to 47 different
codes to capture all these mentioned skills.
Due to the specific vocational training situation the inter-
personal relationship between trainees and patients differs from
the relationship of the experienced general practitioner with his/
her patient. It is often shorter, the trainee is not freely chosen by
the patient, and age differences between trainee and patient are
more likely to hamper the communication.
(quote 3.3) ‘‘Yes, they look at you differently; that’s just theway
it is. Also I think that sometimes they’d accept things from my
trainer who’s 30 years older than me and has much more
experience and also exudes experience and authority that they
wouldn’t accept from me.’’
Some threats to doctor–patient communication are not specific
to vocational training but still require attention, such as the use of
medical jargon, responding to non-verbal signals or the approach
adopted when speaking to patients from a different cultural
background.
(quote 6.1) ‘‘Yes, it’s difficult; you try to manage as best you can
and provide non-verbal support, but yes, it certainly doesn’t
have anything like the same quality as having a similar
conversation in your native language. . . ..’’
More often trainees will have an initial encounter with a
patient. They are different from follow-up consultations and take
more time. So trainees mention that on average they need more
time per consultation.
Trainee and patient may have different frames of reference due
to age or cultural differences, and these may have a more
pronounced effect on the communication than is the case of the
patient’s usual general practitioner.
Finally, the interpersonal relationship may be complicated
when certain psychosocial or ethical issues are addressed.
(quote 4.5) ‘‘For example, aggressive patients, for example, or
people under the influence. If they refuse to consider anything,
then you can use all the communication skills you want; it
won’t always work. And then is it your fault because you’ve
used the wrong technique or because of patients who refuse?’’
Due to gaps in their knowledge and their low level of
experience, trainees lack self-confidence in their own commu-
nication skills. They also feel a need for more time during the first
months of their work in teaching practice. Consequently trainees
experience improvements when they have acquired some routine,
are more confident, have gained some self-knowledge and self-
support or have learned to handle their own emotions in difficult
encounters, as well as feelings concerning their private lives.
(quote 3.3) ‘‘I know that in the beginning if I couldn’t. . . Come
on, I’ve only been doing it for six months, right, but if I couldn’t
come up with an exact diagnosis, then I became more
indecisive, including it in my communication, and the patient
senses that too. I still get that sometimes, but actually things
have improved a bit already. . .’’
Some contextual factors relate to the training practice, some of
which entail a huge workload andmake it necessary for trainees to
improve their time management. Communication with patientsPlease cite this article in press as: VanNulandM, et al. Vocational train
communication skills in general practice. Patient Educ Couns (2009maybe hindered for examplewhen trainees are assigned to answer
the phones, to make notes in the EMR during their consultations or
when the waiting room is full of patients.
(quote 3 5) ‘‘Yes, a telephone that rings, sometimes seven times,
every twominutes. That can be an awful obstacle, a hindrance
to progress and open communication. Because then you’re
much more inclined to switch to closed questions: yes and no
and. . .’’
Moreover, patients in a training practice may expect the
communication style of their usual general practitioner, which
may differ from the personal (or trained) style of the trainee.
(quote 3.3) ‘‘Applying those communication skills depends a
bit on the patient and what the patient is used to from
doctors. Some patients are still used to having a really
authoritarian doctor, and if I then sometimes assess what
their expectations are, or what their ideas are on the subject,
then I sometimes get an answer like ‘yes, but surely you’re
the doctor’ and then I think to myself: I wanted to do
something good and then you get it thrown back in your face.
And I have to say if you get that a few times, you’re quicker to
avoid doing it the next time. While I’ve learnt that and I also
definitely see the importance of it, I must say that I don’t
always do it properly because I’ve already had a couple of bad
experiences.’’
3.1.2. Cluster 2: teaching and learning of communication skills
All trainees, including those with a natural talent for easy
communication with patients, expressed a need to learn some or
many aspects of communication skills. But detecting the required
learning goals may be difficult since communication skills are
often not a priority during vocational training and few trainers
address the topic. As a result, trainees have to address the topic by
themselves.
(quote 2.2) ‘‘Yeah, actually we don’t discuss communication
itself very much here. In fact, after having this discussion, I’m
now planning to raise the issue. (laughs). I know that he’d be
open to it if I brought it up myself, but he’d never bring it up
himself. I’m sure of that. I know that the initiative will have to
come from me. . ..’’
Trainees mention many methods for learning communication
skills but stress the importance of experiential learning in the
workplace (the GP clinical consultation). They express a need for
more observation and feedback during their work in training
practices.
(quote 6.3) ‘‘As such, you don’t of course get much feedback
about consultation or the way in which you conduct consulta-
tions. It’s also really difficult to get feedback about that. A good
way of getting it is to simply record yourself. Record a few of
your consultations and then watch them back.’’
Although trainees acknowledged that role play, audio-record-
ing, and video-recording can be powerful tools, many FG
participants also indicated that they did not like these methods
and were resistant to their use. Negative experiences with some
methods in the past may have a major impact on the current
learning preferences.
(quote 6.3) ‘‘We had it a lot and I found that rather artificial
because the personwhowas running it always assumed thatwe
really felt that emotion while actually we were just playing aees’ views and experiences regarding the learning and teaching of
), doi:10.1016/j.pec.2009.05.002
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things, but perhaps I’ve got some bad memories of it.’’
Participants also mention interactive Internet learning mod-
ules, peer meetings and textbooks as being of value, but some find
it difficult to discover the relevant medical communication
literature.
From the interaction in the discussions it turned out that
different traineeswill have differing preferences and/or resistances
to the many learning methods mentioned.
(quote 4.1) ‘‘You do have your own style of learning as well; I
can’t see myself going out and buying a book straight away, as
you’ve done, but that’s just because I’m not that much of a
reader. I think it varies from person to person.’’
Some threats to learning communication skills are related to
the training practices, which appear to vary widely in the
priority they give to communication skills. It transpired that in
many cases GP trainers had themselves not received any
communication skills training. This may be of particular
importance, since the trainer is almost always the only role
model a trainee will observe during the final 2 years of
vocational training. The hierarchical relationship between
trainer and trainee may also be an obstacle to communication
skills being placed on the agenda.
(quote 4.1) ‘‘There are trainers who pay little or no attention to
it and then you see it wrong, you learn it wrong.’’
It also appears that there is a lack of opportunities in some
teaching practices for certain specific skills to be applied. It seems
that trainees doing part of their training in hospital wards for
example, have few if any opportunities to address communication
skills. Finally some training practices lack the logistics needed to
practise certain learning techniques, e.g., video review.
(quote1.1) ‘‘At the practice where I am anyway, now and again
there are people who don’t want to come to me but to the
practice trainer and so then you think ‘well, those problems are
passing me by’; and then really,. . . if it’s something where you
need to put in extra effort as regards communication, because
these aren’t the everyday consultations but the more specia-
lised consultations .. OK, for example, terminally ill patients;
there aren’t thatmany terminally ill patients in our practice and
it’s not yet something where I really think ‘I can do that well
now’. . . ..’’
Difficulties may arise in the transfer from theory to practice.
Participants find it confusing to have different guidelines from
different sources which results in it becoming less clear which
theory should be put into practice. Trainees also stress that they
would value theory teaching if it were more closely linked to
opportunities for it to be put into practice.
(quote 3 4.) ‘‘Yes, that’s perhaps the disadvantage, actually, that
all through the training, communication seems to be taught in a
void and it’s a couple of years later before you can actually apply
it. It would be much better if you were taught the theory only
when you had a chance to apply it in practice. . . . . ..’’
Finally, it is important to avoid ‘‘training fatigue’’ due to the
samemethod being repeated too often or the focus being placed on
communication skills too often at the expense of other learning
needs. So, trainees asked for more variation, which could be
achieved by working in different training practices or by applying
different learning and teaching methods.Please cite this article in press as: VanNulandM, et al. Vocational train
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variety and so it doesn’t get too boring. The role-plays got really
annoying towards the end of the training last year.
3.1.3. Cluster 3: assessment of communication skills
Participants cite many threats regarding formative feedback on
communication skills performances in daily practice. First of all,
they are aware of the subjectivity of self-evaluation and ask for
more feedback both from trainers and patients.
(quote 5.2:): ‘‘Yes, if you don’t know whether you’re doing well
or doing badly, if you don’t have any feedback, then you don’t
know how you’re doing and so you just do it and then you don’t
know if you’re making progress or standing still. You just don’t
know. . . ..’’
Furthermore, they regard the evaluation by their trainers as
subjective, artificial, confrontational and arbitrary. They also feel
that in some cases observed consultations do not reflect their
competence due to difficult patient characteristics that are not
representative of typical encounters.
Trainees objected to using objective structured clinical
examinations (OSCE) for summative assessment purposes because
they saw the OSCE as artificial and unrepresentative of the practice
environment. They also voiced concerns about the subjectivity of
ratings. Finally, the FG participants noted that performance in
OSCEs can only serve as a guide for learning if participants are
given individualized feedback. .
(quote 5. 4.) ‘‘I think it (OSCE) doesn’t contribute anything, it
doesn’t teachme anything; you have to do it towards the end of
the year, whether or not you’ve finished. Yes, you hope you’ve
finished of course, otherwise you have to do it again, but what’s
actually the basis for that examination? You hope you’ve
finished, but it doesn’t teach you anything. . . ..’’
3.2. Comprehensive framework (Fig. 2)
Our proposed framework may contribute to a better under-
standing of the particular nature of GP trainees’ communication
skills. They are influenced by many contextual factors and guided
by theoretical knowledge and the pursuit of professionalism (left-
hand part of framework). Second the framework may be of help in
understanding the teaching of communication skills and the way
trainees learn these skills. In order to discover their learning goals
trainees need frequent assessment and expect to improve their
skills by applying the adjusted learning methods taking into
account several threats to the learning process (bottom right-hand
part of framework).
4. Discussion and conclusion
4.1. Discussion
The major findings of this qualitative study relate to the
particular nature of GP vocational trainees’ communication skills
and training in communication skills. Notwithstanding our
attempts to include participants who were not very interested
in communication skills, it seems that our participants greatly
value communication skills within GP. In contrast to Rees’ findings
[8], we hardly noticed any negative attitudes toward communica-
tion skills. While it is true that they are often not a priority in
teaching practices, GP trainees show fairly positive attitudes
toward communication skills. It should be emphasised that the
participants in Rees’ study were UK undergraduates and con-
stituted a heterogeneous group in terms of their chosen futureees’ views and experiences regarding the learning and teaching of
), doi:10.1016/j.pec.2009.05.002
Fig. 2. Framework illustrating the interrelationship betweenmajor themes from FG
analysis.
Fig. 3. Framework illustrating some suggestions for curricular reform.
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all chosen GP. Moreover, our participants will probably have
gained more experience in communicating with real patients,
which might affect their attitudes to communication skills.
Trainees in our study expressed difficulties in discovering the
communication literature and seem to be confused by the variety
of communication skills guidelines. This is in line with the findings
of Veldhuijzen et al. [23], who found a great variety of different
guidelines used by Dutch university centres for GP vocational
training.
The many contextual factors that subjectively influence
trainees’ performance in communication skills may have implica-
tions for the evaluation of communication skills by GP trainees for
both formative and summative assessment purposes. These factors
should be considered within teaching practices when observations
aremade andwhen trainers give feedback. A standardisation of the
context, as in OSCEs [24], is designed to control many of these
contextual factors. Unfortunately trainees appear to perceive
OSCEs rather negatively and it seems that OSCEs, which are the
main means by which our trainees are assessed on their
communication skills, do not guide their learning, at least with
respect to the communicative aspects.
As regards learning methods, our results suggest that a learner-
centred approach is recommended. Trainees seem to differ in their
preferences for some methods and in their convictions regarding
effectiveness. It also seems that negative experiences in the past
and over-reliance on a particular teaching method may have a
detrimental effect on learning. Furthermore, it seems appropriate
for communication skills to be learnt shortly before trainees have
the opportunity to put the theory into practice, and for feedback to
be provided in the workplace. This dovetails with the findings of
Theunissen et al. [25] and Heaven et al. [26].
Our study is based on a phenomenological approach to the data,
which are analysed inductively giving rise to a micro level theory
‘‘grounded’’ in the data [27]. This approach is a central principle of
analysis in grounded theory research [28]. The micro level in our
study relates to the particular situation of the general practitioner
in the context of vocational training. Our findings concerning
trainees’ views on the learning and teaching of communication
skills are consistent with the principles of adult learning theory,
and reflective practice [29]. In addition some elements of selfPlease cite this article in press as: VanNulandM, et al. Vocational train
communication skills in general practice. Patient Educ Couns (2009directed learning [29] can be perceived in the notion that trainees
themselves have to address the topic of communication skills
during training.
Both the rigour in executing this analysis and the purposeful
sampling procedure are among the strengths of our study.
The limitation that only a sample of GP trainees from Flanders
took partmeans that it might not be possible for our conclusions to
be generalised completely for GP trainees in other countries or for
trainees in other specialist areas. However, there was a remarkable
consistency in the trainees’ responses. We also expect many
similarities, especially regarding GP and family medicine trainees
from other countries, certainly those from countries with similar
models of GP and training (e.g., UK, Eire, the Netherlands, Australia,
etc.). To conclude, we believe that our results have a ‘‘theoretical
generalisability’’ [30], this being the rationale for a grounded
theory approach.
We also believe that our study can be a useful guide in the
understanding and discussion of individual trainees’ communica-
tion skills. It takes into account all contextual factors that the
trainees feel influence their performance in daily practice. So the
framework can be used when teachers discuss trainees’ commu-
nication skills and when they are seeking means of improvement
following our description in Section 3.2. The framework can also be
used to inform curricular reform. We show an example (Fig. 3) of
how we used the framework in planning a project to improve the
learning and teaching of communication skills in our GP vocational
training programme. As a result of the information obtained in this
study we are planning programmatic changes in four different
areas: (1) organisation of easy access to guidelines; (2) support and
assistance to teaching practices; (3) promotion of regular
assessments and (4) the placing of communication skills explicitly
on the learning agenda, taking into account a learner-centred
approach. Using the framework assures us that the project is
guided by the particular views of our target group, the GP
vocational trainees.
The many threats related to the teaching practices and to
trainers suggest that there is a great need to support the teaching
practices. It would also appear useful to ‘‘train the trainers’’ since
many of them never received communication skills training. This
could be evaluated in further research. It would also be interesting
for the results of our study to be used in quantitative research, e.g.,
for the development of a questionnaire or the design of
intervention studies aimed at improving the communication skills
of trainees.ees’ views and experiences regarding the learning and teaching of
), doi:10.1016/j.pec.2009.05.002
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PEC-3376; No of Pages 74.2. Conclusions
Our FG research yielded a better understanding of the way in
which trainees learn and apply communication skills. It seems that
trainees value communication skills but that these are often not a
priority during training. It is advisable for many contextual factors
to be taken into account in assessing the way and extent to which
communication skills are put into practice.
Our results also underpin a learner-centred approach to
communication skills training.
4.3. Practice implications
The communication skills of GP trainees should be seen as a
distinct phenomenon since many contextual factors specific to the
training situation potentially have a major impact on general
practitioner performance. This should be taken into account when
communication skills are assessed, both for formative and
summative purposes.
The teaching and learning of communication skills will
probably be best guided by a learner-centred approach in which
the learning takes place shortly before trainees have the
opportunity to put what they have learned into practice, and
with an emphasis on feedback being provided at the workplace.
These observations are valuable for informing educational inter-
ventions aimed at improving trainees’ communication skills.
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